I. Introduction
Lumbar hernias are rare defects involving two weak areas of the posterolateral abdominal wall: the superior lumbar triangle of Grynfeltt, which is the most common site, and the inferior lumbar triangle of Petit. In large congenital or postsurgical hernias the defect wall can affect the entire lumbar region. Lower-back pain is the most common symptom although small hernias may be asymptomatic except for a palpable mass. Misdiagnosis with subcutaneous lipoma is possible. Adequate surgical treatment depends largely on the type and size of the hernia and both open and laparoscopic techniques can be used with good results.
II. Case Report
A 35 year old lady presented to the surgical OPD with complains of swelling in right lumbar region associated with dull aching pain for last 8-9 months. The swelling used to appear on coughing and disappear on compressing it. There was no history suggestive of irreducibility. There was also no history of trauma, surgery done in past or localized muscular paralysis.On examination there was a single oval swelling of 30 x 20 cms arising from the inferior lumbar triangle with an expansile impulse on coughing ( Fig 1 ) . It was non tender and reducible with a gurgle.The abdominal wall defect was 8x5 cms (Fig 2) . The opposite side lumbar region and other hernial orifices were normal. The abdominal muscle tone was good.Patient was thoroughly investigated, Anaesthesia fitness and consent was taken.Right lumbar preperitoneal prolene meshplasty with few stabilization sutures with prolene was done (Fig 3) .The patient was well on follow up with no recurrence.
III. Discussion
Lumbar hernias are rare and a recent review reported approximately 300 cases [1] . They are classified as congenital, generally associated with other malformations, or acquired, manifesting in adults spontaneously or secondary to trauma or surgical incision [2] .Lumbar hernia may occur in two weak areas of the posterolateral abdominal wall: the superior lumbar triangle of Grynfeltt, which is the more common site, and the inferior lumbar triangle of Petit. In large hernias the defect wall can affect all of the lumbar region [3, 4] .Symptomatology frequently consists of only lower back pain. Small hernias may be asymptomatic except for a palpable mass. In less than 10% of cases, the onset is acute with bowel obstruction [5, 6] .Anamnesis is helpful for diagnosis in post-traumatic or postsurgical lumbar hernias while in spontaneous adult hernias, misdiagnosis may occur [1, 7] .Clinical suspicion is fundamental to guide imaging diagnosis because extraperitoneal fat herniated through a wall defect may mimic a lipoma. Computed tomography (CT) or magnetic resonance imaging (MRI) in patients with a suspected hernia can confirm the diagnosis adding information on parietal defect size, hernia content and muscular trophism [8] . In our case since defect was large , so there was no need of CT or MRI. Adequate surgical treatment depends largely on the type and size of the hernia. A single surgeon cannot gain great experience in this pathology but knowledge gained in treatment of other abdominal wall hernias helps in proper planning of surgery. Both open and laparoscopic techniques can be used with good results [9] . Anterior repair is appropriate for repairing recurrent or large defects with a double mesh or a gluteus aponeurosis flap [10] . Laparoscopic repair has been used successfully in different reports with less pain, shortened hospital stay and good cosmetic and functional results [11] [12] [13] .
IV. Conclusion
Although a rare pathology, knowledge of lumbar hernia is important to avoid misdiagnosis. In particular, a lumbar or flank mass should always raise suspicion of a lumbar hernia. Ultrasound and CT may confirm the diagnosis. Appropriate surgical treatment should be planned on the basis of etiology and hernia size.
